ABSTRACT Two patients with endomyocardial fibrosis of the left ventricle were treated by endocardectomy plus mitral valve replacement. In both cases the results of surgery were satisfactory. No consequences related to eosinophilia, which was present before operation in one of them, were noted. The poor prognosis of this progressive disease and the inefficiency of medical treatment compared with the good surgical results already reported from various centres encourage early operation for all patients with endomyocardial fibrosis who have symptoms. Because of the pathophysiology of the disease, endocardectomy should be attempted in all cases and anticoagulant treatment continued for life.
Endocardectomy for the surgical treatment of endomyocardial fibrosis was first described by Gerbaux and colleagues in 1973.' The procedure consists of removal of the fibrotic endocardial shell from the affected ventricular cavity and replacement of the atrioventricular valve that has been rendered incompetent by the fibrosis of the papillary muscles and chordae. In view of the poor prognosis associated with the disease and the limited effects of the medical treatment2 surgery represents a safe and reliable alternative procedure for the management of this condition. This study reviews our experience with the surgical treatment of two patients with endomyocardial disease of the left ventricle and mitral incompetence.
Case reports CASE 1 A 38 year old man, a Muslim, was admitted in heart failure. He had a resting tachycardia, a systolic blood pressure of 80 mm Hg, neck vein distension, and parasternal heave palpable to the apex. On auscultation there was a moderate apical pansystolic murmur, wide splitting of the second heart sound, and an additional third heart sound. The chest radiograph showed moderate cardiac enlargement with some pulmonary venous congestion. The elec-trocardiogram showed sinus rhythm and left atrial and ventricular hypertrophy. Cardiac catheterisation showed pulmonary hypertension and a high end diastolic left ventricular pressure (table 1) . Left ventricular cineangiography showed obliteration of the cavity and mitral regurgitation into an enlarged left atrium. He was referred for operation, which consisted of endocardectomy and mitral valve replacement (see under "Surgical procedure"). The postoperative period was uneventful and the patient was discharged on the 25th day in good general and haemodynamic condition. Long term anticoagulant treatment was prescribed. Nineteen months later the anticoagulants were stopped for obscure reasons and he developed right hemiplegia, from which he recovered well. He remained aphasic, however, although his general and cardiac condition was still satisfactory two years after the operation. He was advised to continue the anticoagulants for life. CASE 2 A 65 year old man, also a Muslim, was admitted in a poor general and nutritional state. The time of onset of cardiac symptoms could not be determined. He had a low exercise tolerance, progressive dyspnoea, and signs of mitral incompetence. The ECG was normal apart from atrial fibrillation. The chest radiograph showed enlargement of the left atrium and pulmonary congestion. Cardiac catheterisation (table 1) showed pulmonary hypertension and a high end diastolic left ventricular pressure. Left ventricular cineangiography showed cavity obliteration Cherian et al" Russo, Wright, Ho, Maneksa, Clitsakis end diastolic pressure was high, as expected, in patients with left ventricular disease (mean 26 mm Hg). Pulmonary hypertension was encountered in both groups of patients with left ventricular and biventricular disease (mean 57.7 and 24.5 mm Hg).
The average survival after the onset of symptoms in two years.2 Recently several reports289 1225 showed that over 20% of non-operated patients died within 18 months of presentation; nearly 60% were in renal or hepatic failure and about 18% continued in cardiac failure during the same period.
Review of published reports shows that surgery has been performed in 130 patients with 26 operative deaths (20%) (table 2). In the largest series reported7 most patients showed cardiac cachexia at the time of the operation. The most common postoperative complication documented was atrioventricular block in patients with right endomyocardial fibrosis. M6tras23 suggested conservation of a thin juxta-annular strip of fibrosis when right endocardectomy is performed, so that conduction disturbances are avoided.
The neurological sequelae in our first patient were related to the interruption of anticoagulants. This episode confirms the necessity of long term anticoagulation in patients who have had endocardectomy, regardless of the type of valve implanted. The rough surface left at the site of the fibrotic resection may explain the higher incidence of thromboembolism after surgery for endomyocardial fibrosis. '9" It is vital for the surgeon to find the right cleavage plane while dissecting the fibrosis if damage and perforation of the subjacent myocardium are to be avoided. Tissue and mechanical valves have been implanted for atrioventricular valve replacement without appreciable differences in the surgical prognosis.79 12 23 A mechanical valve, however, increases the already high incidence of thromboemnbolism.'9" Functional improvement has been reported in most of the survivors who have been followed up.79 " Postoperative haemodynamic studies7 9 
